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Attachment 4.19-D
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: OKLAHOMA

E. Beginning 01-01-2000 the rates will be adjusted annually on January 1, in
an amount equal to the estimated savings to the program as a result of the
automatic cost of living adjustment on Social Security benefits as
published in the Federal Register and the resulting effect to the spenddown
required of the recipients. The rate adjustment will be determined as
follows: the most recent calendar year (CY) total spenddown for Medicaid
clients determined from the MMIS (Medicaid Management Information
System), will be adjusted to the rate period (CY) by the Social Security
Cost of Living increases as published in the Federal Register. The
resulting spenddown estimate will be divided by the most recent available
SFY total Medicaid days from the MMIS to determine the rate adjustment.
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